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F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F312
g8=p | DEPENDENT RESIDENTS

A resident who is unable to carry out activities of
daily living receives the nacessary services o
maintain geod nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews and
record review the facility failed to provide oral
care during morning care and failed to provide
proper perineal care for 2 of 2 sampled residents
{Residents # 2 and # 3) whose care was
ohserved. Findings include:

1. A. The facility's policy on Perineal Care, 1. A-Reside < .
revised 1010, indicated when providing perineal nt#2 will receive

care for a female resident, the perineal area proper perineal care that will
should be wiped from front to back. Under include, but not limited to, the
Paragraph 8, Section A, the policy indicated the . . .
labia should be separated and the cleansing separation of her labia during
should continue from inside outward to and the procedure so as to
including thighs, alternating from side to side, and necessitate .
using downward strokes. The policy continued by adeq U?te cleaning
indicating the same washcloth or water should with always cleansing from

not be used to clean the urethra or the labia. front to back and that the bath

Resident # 2 was readmitted on 03/25/11 with water is changed prior to the

cumulative dlagnoses of anorexia, hypertension, delivery of perineal care.
diabetes, and difficutty watking.

The Hospital Transfer Summary, dated 03/24/11,
indicated as # 4 under DISCHARGE
DIAGNOSES, that Resident # 2 had a urinary
tract infection {UTI) caused by Candida (a fungal

LABORATORY DIREG R UPPLIER REPRENTATNE’S SIGNATURE TIMLE {%6) DATE
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Any deficlency sta‘iément ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provkie sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings slated above are disclosable 80 days
following the date of survey whether or not a plan of correciion is provided. For nursing homes, the above findings and plans of correction are disclosabls 14
days following the date these documents ara made available to the facility. If deficiencles are cited, an approved plan of cotrection is requisite to continued

program paricipation. m /
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infaction) and under # 8 was listed a history of
recurrent UTL.

The resident's care plan, dated 10/04/10,
indicated Resident # 2 required assistance with
her activities of daily living. Interventions to make
sure the care was provided included giving a
shower on Wednesdays.

Resident # 2's quarterly Minimum Data Set
(MDS), indicated the resident was able to
understand and was able to be understood.
There were no behaviors coded. The MDS alse
indicated Resident # 2 required extensive
assistance with personal hygiene. She was
assessed as frequently incontinent of bowel and
bladder.

An observation was made on 08/03/11 at 11:10
AM. Nursing Assistant (NA) # 1 gave Resident #
2 a bed bath. The NA assisted Resident # 2 to sit
on the side of the bed. The resident’ s upper
body was washad followad by her legs and fest.
After completion of the resident ' s lower
extremitios, the NA proceeded to remove the
resident ' s incontinent brief. The NA then
assisted Resident # 2 to a standing position. The
resident ' s upper body was stooped slightly as
she usad the wheelchair for balance. Without
changing the bath water, the NA stood on the
resident ' s posterior side, reached between her
legs and made several swipes with the wash
cloth. There was no instruction for the resident to
widen her stance and there was no obssrvation of
NA # 1 separating the resident* s labia. A new
incontinent brief was applied.

On 08103111 at 1:20 PM, an interview was held

a copy of the facility’s policy
regarding proper technique for
perineal care, placed on three
(3) day suspension, provided
one-on-one directed in-service
with Staff Development
Coordinator, and will be
included In future “AM Care
Delivery “audits conducted by
the Quality Assurance
Coordinator.
In-service to be conducted by
the Clinical Director of Nursing
and the Staff Development
Coordinator which will include,
but not limited to, proper
perineal care.
Proper perineal care will be
included in each Certified
Nursing Assistant’s Skills Lab
which will be performed by the
Staff Development Coordinator
as part of their yearly
performance/ competency
evaluation.
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with Nurse # 1. Nurse # 1 was assigned to care Assurance Nurse will become
for Resident# 2 on the 7 to 3 shift. The nurse part of the agenda of the next
stated the technique for performing perineal care ®
included separating the labia and cleansing scheduled quarterly Quality
thoroughly. The expectation was for the bath Assurance Committee meeting.
wat.er to be changed before cleansing the This committee will seek to
perineum. If the water was not changed or fhe
perneum cleansed, a urinary tract infection could -
result from bacteria introduced into the urinary determine if emphasis in the
system. area of proper perineal care can
An interview was held with NA # 1 on 08/03/11 at be determined to be a factor in

2:35 PM. She stated she had been taught to the decrease of urinary tract
wash from front to back when providing perineal - .
care to a female resident. The NA stated she infections throughout the
had not been taught to change the water before facility poputation.
bathing the perineum and would only change the
water if she found the water to be vigibly soiled.
NA # 1 stated she would uncomfortable having
her labia separated for cleansing If she were a
resident, and therefore, she did not do that to the
rasidents she cared for.
On 08/03/11 at 2:55 PM, an interview was held
with the Staff Development Coordinator (SDC).
She stated the expectation was that any NA
would come to the facility with a basic knowledge
of how to perform incontinent care. The SDC
stated on hire, the new NA would be paired with
another staff member. Between the staff
member and the nurse, the new NA ' s ability to
perform care, including incontinent care would be
verified. Forwomen, the NA' s were taught to
wagh from front to back, separating the labia to
make sure any soiling was removed. The SDC
stated the bath water should be changed before
cleansing the perineum. The SDC added this
was important to keep bacteria, such as
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Escherichia coli, from entering the urinary
system.

Interviews were hald with the Director of Nursing
{DON} and the Assistant Director of Nursing
(ADON) on 08/04/11 at 9:15 AM. The DON
stated perineal care should be performed per
facility policy. This included ¢changing the water
prior to washing the perineal area. The DON
added the protocol for cleansing the perineal area
Included opening the labia and cleansing the area
thoroughly. The ADON and DON stafed one of
the contributing factors for a UTI would be
improper perineal care. The DON stated she
would have expected NA # 1 to have a basic
knowledge of perineal care after completing her
NA course.

B. The facllity policy, titled, MOUTH CARE,
revised 10/10, indicated the purpose of the
procedure was o keep the resident’ s lips and
oral tissues moist, to cleanse and to fresh the
resident ' s mouth and to prevent infections of the
mouth.

Resident # 2 was readmitted on 03/25/11 with
cumulative diagnoses of anorexia, hypertension,
diabetes, and difficulty walking.

The resident’s care plan, dated 10/04/10,
indicated Resident # 2 required assistance with
her activities of daily living. Interventions io make
sure the care was provided included giving a
shower on Wednesdays.

Resident # 2's quarterly Minimum Data Set
{MDS), indicated the resident was able to
understand and was able to be understood.

proper mouth care with
toothettes on a dally basis as
part of her AM care.
NA #! Counseled and provided a
copy of the facility’s policy for
Mouth Care, placed on three (3)
day suspension, provided one-
on-one directed in-service with
Staff Development Coordinator,
_and will included in future “AM
Care Delivery” audits conducted
by the Quality Assurance
Coordinator.
in-service to be conducted by
the Clinical Director of Nursing
and the Staff Development
Coordinator which will include,
but not limited to, proper
Mouth Care.
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There were no behaviors coded. The MDS alse
indicated Resident # 2 required extensive
assistance with personal hyglene.

An observation was made on (8/03/11 at 11:10
AM. Nursing Assistant (NA) # 1 gave Resident #
2 a bed bath. After completion of the bath, the
NA dressed the resident and assisted her {o her
wheelchair, Hair care was provided. NA# 1
stated she had completed moming care for
Resident# 2. No oral care was observed.

On 08/03M11 at 1:20 PM, an interview was held
with Nurse # 1. Nurse # 1 was assigned to care
for Resident# 2 on the 7 to 3 shift He stated in
addition o a bath, the expectation was for
resident to receive hair care and mouth care.

An inferview was held with NA # 1 on 08/03/11 at
2:35 PM. She stated morning care included hair
care and mouth care in addition to a shower or
bed bath. The NA added Resident# 2 had no
teeth and acknowlaedged she had not provided
oral care. She added the resident had toothettes
in her drawer, but there were old. NA# 1
provided no other reason for omitting oral care for
Resident # 2.

On 08/03/11 at 2:65 PM, an interview was held
with the Staff Development Coordinator {SDC).
She stated the expectation was that NA # 1 would
have been hired with a basic knowledge of how to
perform activities of daily living. The SDC added
that morning care included hair care, nail care
and mouth care in addition to bathing and
dressing the resident. The SDC stated on hire,
the new NA would be paired with another staff
member. Between the staff member and the

F312| Proper Mouth Care will be

included in each Certified
Nursing Assistant’s Skills Lab
which will be performed by the
Staff Development Coordinator
as part of their yearly
performance/competency
evaluation.
Audits conducted by the Quality
Assurance Nurse will become
part of the agenda of the next
scheduled quarterly Quality
Assurance Committee meeting.
“Do you receive mouth care
daily with your morning
care”question will be added to
the Resident Satisfaction audits
conducted by the Quality
Assurance Nurse on a quarterly
basis.
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nurseg, the new NA ' s ability to perform care,
including incontinent care would be verified.

interviews ware held with the Director of Nursing
(DON) and the Assistant Director of Nursing
{ADON) on 08/04/11 at 915 AM. The DON
stated NA # 1 should have had a basic
knowledge of morning care since she had
completed a NA course. The DON added thatin
addition to a bath, the expectation was for each
resident {o receive hair care and mouth cars.
She added if a resident had no teeth, then
toothettes should have been used to freshen
Resident # 2 ' s mouth.

2. A A, The facility's policy on Ferineal Care,
revised 10/10, indicated when providing perineal
care for a female resident, the perineal area
should be wiped from front to back. Under
Paragraph 9, Section A, the policy indicated the
labia should be separated and the cleansing
should continue from inside outward to and
including thighs, alternating from side to side, and
using downward strokes, The policy confinued by
indicating the same washcloth or water should
not be used to clean the urethra or the labia.

Resident # 3 was readmitted on 09/03/08 with
diagnoses that included cervical spinal stenosis,
paraplegia, hypertension and diabetes.

A care plan, dated 03/30/11 indicated Resident#
3 required assistance with activities of daily living.
The goal was har care would be provided.

Resldent # 3 ' s Quarterly, Minimum Data Set
(MDS), dated 06/29/11, indicated the resident
was able to understand and be understood. The

F 312

A- Resident #3 will receive
proper perineal care that will
include, but not limited to, the
separation of her labia during
the procedure so as to
necessitate adequate cleaning
with always cleansing from
front to back and that the bath
water is changed prior to the
delivery of perineal care.

FORM CMS-2567(02-89) Previous Versions Obsoleta

Event ID:MLATI

Facility H): 923459

If continuation sheet Page 6of 10




PRINTED: 08/08/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES §X1) PROVIDERISUPPLIERICLIA £%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: COMPLETED
A BUILDING
C
345176 5. NG 0810412014
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE
SMITHFIELD MANOR INC PO BOX 1940
SMITHFIELD, NC 27577
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL. PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETHON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
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MDS was coded to indicate the resident was copy of the facility’s policy
severely cognitively impaired and required : for
extensive assistance with personal hygiene and regarding proper technique
toileting. Resident# 3 had been assassed as perineal care, placed on three
always incontinent of bowel and bladder. {3) day suspension, provided
Nursing Assistant (NA) # 1 was observed on one-on-one directed in-service
08/03/11 at 9:23 AM giving Resident # 3 her with Staff Development
morning care. The NA bathed the resident's . .
upper body and then proceeded to her lower Coordinator, and will be
extremitios and fest. After completion of the included in future “AM Care
resident ' 5 lower extremities, the NA removed the Delivery” audits conducted by
resident ' $ incontinent brief. With Resident# 3 ' \
s legs laying approximately 4 inches apart, the the Quality Assurance
NA wiped Resident # 3 ' s perineum area. The Coordinator.
&A did not request or assist the resident in .
parting her legs and the NA did not separate the In-service to be conducted Lj'y
resident * s labia in order to wash the perineal the Clinical Director of Nursing
area. The NA did not change the bath water and the Staff Development
prior to washing Resident# 3 ' s perineum. The K . I includ
NA then dressed the resident, changed the bed Coordinator which will include,
sheets and affirmed she had completed the but not limited to,
resident ’ s morning care. proper perineal care.
On 08/03/11 at 1:20 PM, an interview was held
with Nurse # 1. Nurse # 1 was assigned to care Proper perineal care will be
for Resident # 2 on the 7 to 3 shift. The nurse . . ified
stated the technique for performing perineal care included in each Certifie
included separating the labia and cleansing Nursing Assistant’s Skills Lab
thoroughly. The expectation was for the bath . the
water to be changed before cleansing the which will be performed l?y
perineum. If the water was not changed or the Staff Development Coordinator
perineum cleansed, a urinary fract infection could X S
result from bacteria introduced into the urinary as part of their yearly
system. performance/competency
An Interview was held with NA # 1 on 08/03/11 at evaluation.
2:35 PM. She stated she had been taught to
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wash from front to back when providing perineal
care to a female resident. The NA stated she
had not been taught to change the water before
bathing the perineum and would only change the
water if she found the water to be visibly solled.
NA # 1 stated she would uncomfortable having
her labla separated for cleansing if she were a
resident, and therefore, she did not do that to the
residents she cared for,

On 08/03/11 at 2:55 PM, an interview was held
with the Staff Development Coordinator (SDC).
She stated the expectation was that any NA
would come to the facility with a basic knowledge
of how to perform incontinent care. The SDC
stated on hire, the new NA would be paired with
another staff member. Between the staff
member and the nurse, the new NA ' s ability fo
perform care, including incontinent care would be
verified. For women, the NA" s were taughtto
wash from front to back, separating the labia to
make sure any soiling was removed. The SDC
stated the bath water should be changed before
cleansing the perineum. The SDC added this
was important to keep bacteria, such as
Escherichia coli, from entering the urinary
system.

Interviews were hald with the Director of Nursing
{DON) and the Assistant Director of Nursing
(ADON]) on 08/04/11 at 9:15 AM. The DON
stated perineal care should be performed per
facility policy. This included changing the water
prior to washing the perineal area. The DON
added the protocol for cleansing the perineal area
included opening the labia and cleansing the area
thoroughly. The ADON and DON stated one of
the contributing factors for a UTI would be

Assurance Nurse will become
part of the agenda of the next
scheduled quarterly Quality
Assurance Committee meeting.
This committee will seek to
determine if emphasis in the
area of proper perineal care can
be determined to be a factor in
the decrease of urinary tract
infections throughout the
faciiity population.
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improper perineal care. The DON stated she
would have expected NA # 1 to have a basic
knowledge of perineal care after completing her
NA course. ‘

B. The facility policy, titted, MOUTH CARE,
revised 10/10, indicated the purpose of the
procedure was to keep the resident ' s lips and
oral tissues moist, to cleanse and to fresh the
resident' s mouth and to prevent infections of the
maouth.

Resident # 3 was readmitted on 09/03/08 with
diagnoses that included cervical spinal stenosis,
parapiegia, hypertension and diabetes.

A care plan, dated 03/30/11 indicated Resident #
3 required assistance with activitles of dally fiving.
The goal was her care would be provided.

Resident # 3 * s Quarterly, Minimum Data Set
{MDS), dated 06/29/11, indicated the resident
was able {o understand and be understood. The
MDS was cotled to indicate the resident was
severely cognitively impaired and required
extensive assistance with personal hygiene and
tolleting.

Nursing Asslistant (NA) # 1 was observed on
08/03/11 at 9:23 AM giving Resident # 3 her
maorning care. After bathing and dressing the
resident, NA # 1 affirmed she had completed the
resident’ s morning care. No hair care or mouth
care were observed given to Resident # 3.

On 08/03/11 at 1:20 PM, an interview was held

with Nurse # 1. Nurse # 1 was assigned to care

for Resident# 3 on the 7 o 3 shift. He stated in

proper mouth care as part of
the delivery of her AM Care.
NA #1 counseled and provided
a copy of the facility’s policy
regarding proper technique for
mouth care, placed on three (3)
day suspension, provided one-
on-one directed in-service with
staff Development Coordinator,
and will be included in future
“AM Care Delivery” audits
conducted by the Quality
Assurance Coordinator/Nurse.
In-service to be conducted by
the Clinical Director of Nursing
and the Staff development
Coordinator which will include,
but not limited to, proper
mouth care.
Proper mouth care will be
included in each Certified
Nursing Assistant’s Skill Lab
which will be performed by the
staff Development Coordinator

as part of their vearly
performance/competency

evaluation.
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addition to a bath, the expectation was for

A . . se will become
rosident to receive hair care and mouth care, Assurance Nur

part of the agenda of the next

An interview was held with NA # 1 on 08/03/11 at scheduled quarterly Quality
2:35 PM. She stated moming care included hair i .
care and mouth care in addition to a shower or Assurance Committee meeting.
bed bath. NA # 1 acknowledged she had not “Do you receive mouth care as

provided oral care to Resident# 3. There was no

, Al are” question
reason given for the omission. part of your AM ¢ q

will be made part of the

On 08/03/11 at 2:55 PM, an interview was held Resident Satisfaction audit
with the Staff Development Coordinator (SDC).

- She stated the expectation was that NA # 1 would conducted quarterly by the
have been hired with a basic knowledge of how to . Quality Assurance Nurse. These

perform activities of dally living. The SDC added . :
that morming care included hair care, naif care audits will be reviewed at the
and mouth care in addition to bathing and A quarterly Quality Assurance
dressing the resident. The SDC stated on hire, Committee meeting.

the new NA would be paired with another staff
membar., Between the staff member and the

nurse, the new NA* s ability to perform care, Correction action will be
including incontinent care would be verified. completed by September 1, 0?“ ol //
Interviews were held with the Director of Nursing 2011.

(DON) and the Assistant Director of Nursing
(ADON) on 08/04/11 at 9:15 AM. The DON
stated NA # 1 should have had a basic
knowledge of morning care since she had
completed a NA course. The DON added that in
addition to a bath, the expectation was for each
resident fo receive hair care and mouth care.

FORM CMS-256T(02-09) Previous Versions Obsolete Event 1D:ML4T11 Fadility 1D; 923459 if continuation sheet Page 100f 10



